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Abstract 
The purpose of this study is to analyze how the health promotion concept is integrated into the ethos of the Moroccan 
population through the positions set forth with respect to adherence to the Healthy Child Program. The participants are twenty 
Morocco immigrant women. The technique applied is based on the half structured interview. The results of the data analyses 
give place to identify four key themes: A look to Morocco regarding the care of children, the begin of acculturation processes 
related to the children health, the access to the Spanish Public Sanitary System, and the woman and the family care 
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1. Introduction 
In Spain most children of immigrants consult with emergency services frequently and at very early ages (Vall 
and Garcia, 2001). In most cases they are not monitored regularly by any medical personnel, immunizations are not 
usually good and the poor tracking prescriptions are common. But in return, in the field of primary and secondary 
prevention, the Healthy Children Program (approved in 1990 by the Interregional Council of the Spanish National 
Health System) has as main objectives: the control of child growth and normal development through actions of 
health promotion, the disease prevention, the early detection of anomalies and health education. To carry out all 
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these activities are scheduled visits to the clinic, some of which coincide with the immunization schedule 
appointments so that, with respect to preschool children, since birth, the controls are carried out at: seven and 
fifteen days; second, fourth, sixth, ninth, twelfth, fifteenth and eighteenth month; second and fourth year (Hijazo et 
al, 2007). 
When providing this kind of attention to the immigrant population, we must remember that these are not a 
homogeneous group; they differ not only in the country of origin but also on the reasons why they emigrated, 
socioeconomic status, culture, religion ... what determines significant inequalities in living conditions, customs, 
norms and standards of health, that affect the health approach, especially the preventive one, cannot be uniform. 
We should know the characteristics of these groups to facilitate health education and avoid a clash with their 
customs and traditions. In general, we must show tolerance and respect for differences in raising the child as long 
as they did not result harmful to him. But if health education is important for the general population, it is more so 
for immigrant families because our healthcare system represents a radical change in their own health concept. 
Thus, in the case of Moroccan origin population, educational efforts should be aimed at promoting healthy 
lifestyles and neglect others who may be negative; so that we should incorporate the Moroccan families to the 
usual health education provided to autochthonous families: the general care of the child, food or accidents 
prevention, and other aspects such as:  
x Operation of the health system: where, how and when to go in every situation, how to make an appointment, 
what are the reviews of the Healthy Child Program, etc. 
x Resources available in the community. 
x All this trying to solve a number of important initial common obstacles such as (Plaza, Soriano and 
Higginbottom (2013): 
x Language barrier of family, more usually the mother. 
x Ignorance of the Spanish Health System, as the Moroccan Health System is based on curative medicine and 
Moroccan people must adapt to a system of prevention. 
x Customs and health habits based sometimes on a misconception of the Muslim religion. 
x Difficulty in many cases to read the sanitary information written in classical Arab, due to the existence of 
different dialects in the spoken language.  
Perhaps the most important thing is that parents understand that a medical visits is an act of prevention, 
education and child care, a place where you help them to learn healthy habits and early identify potential problems 
so that their child could grow and develop in the best possible way (Domínguez, 2004). 
It is significant the low adhesion of the Moroccan population to this program, especially in those cases where 
the child was born in Spain. In these situations, after pregnancy, which is usually controlled in the clinic 
environment, access to such services, as we mentioned previously, focuses on consultation to the emergency 
services and vaccination; even when the Moroccan mother has received the first indications in the hospital after 
delivery. This fact remains even more significant if we consider that the Moroccan immigrant community is the 
oldest and largest among the immigrants currently settled in Spain and, therefore, they show more evolved 
settlement patterns than other immigrant groups (Aparicio et al 2005).  
An important facet of health promotion involves contact of healthy people with medical and other health 
professionals for preventive care. Prevention refers to regular physical examinations, immunizations, prenatal care, 
dental visits, checks or screening, and other services to maintain good health and prevent disease or minimize its 
effects if it occurs. But there is evidence that is less likely that the most disadvantaged groups use the prevention 
services; thus women receive less prenatal care, children are less subjected to routine tests or other measures such 
as visits to the dentist or vaccination. The main reason for this is the lesser accessibility of these services, a factor 
that may be a significant barrier to the time of going to the doctor when an individual feels good. Consequently, 
one can argue that preventive care is a pattern of conduct more available to some groups than others (Cockerham, 
2002, p. 112-123). 
Within the health promotion, Education for Health (EH) takes a leading role. To Perea (2004) educational 
approach must not only protect individuals from disease and risk, but the social and health center should be a force 
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for health promotion that attend people in all its dimensions and in a holistic and integrated way.  
In any educative action, the general context factors (values, expectations, needs, etc.), the inner factors 
(experiences, life styles and attitudes) and other particular aspects (community specific issues) must be taken into 
consideration. There is not any doubt that the knowledge is multiple and the holistic perspective is fundamental, 
then the integration of knowledge and information require to consider the human diversity and plurality to start a 
specific action (Bouché, 2004). 
Casado (2004) and Soriano (2006) determined that in the family environment, the transmission of health 
concepts is more intense, but also of attitudes and habits that impact on it. The parents must be really aware and 
have educational skills necessary for the treatment of health education be conscious and effective from the use of 
the resources provided by family interaction and daily life. In most families, it is the woman who assumes most of 
the responsibility of dealing with the institutional system of health care, not just for herself but for the care of all 
family members. The awareness of women is a key aspect in the development of her own health and the health of 
her family.  
The purpose of this study is therefore to analyze how the health promotion concept is integrated into the ethos 
of the Moroccan population through the positions set forth with respect to adherence to the Healthy Child Program. 
2. Method 
The present study shows a qualitative research of descriptive and interpretative character 
2.1. Participants 
The participants are twenty Morocco immigrant women, from 22 and 39 years old (mean age: 27.8 years old), 
mean period in Spain: 3.55 years, ranging from 6 months to 9 years. The number of children is from 1 to 4. Eleven 
women have had their first child in Spain; six have 2 children, three have 3 children, and one has 4 children. The 
Moroccan women participants have been selected considering the following criteria: 1) living in Almería city and 
Níjar area (South Spain), and 2) giving birth in the Spanish Public Sanitary System in the last 4 years. As described 
by March et al. (2002) the interviews have been prepared to obtain arguments representative of the group opinion 
in order to be able of knowing, interpreting and analyzing different perspectives.   
Regarding the size of the sample, the number of informants came by the saturation of information, that is, when 
all relevant information was available. 
2.2. Materials and Procedure 
The technique applied is based on the half structured interview. This technique attempts to identify what is 
important and meaningful to the respondent and find out the events and people's subjective dimensions. The 
information coming from the interviews allows us to understand the worldview that the interviewed has and their 
perspectives and experiences (Colás, 1997).  
We also have the cooperation of health workers of Moroccan origin both for the elaboration of the interview, in 
guiding the issues and questions that were culturally assertive, and for translation work in some cases. 
To prepare the initial script of the interview we start from the premises for the analysis of attitudes regarding the 
fulfillment of the requirements of health described by Sparks Ralphs et al. (2005). This work gave us the different 
factors involved in compliance. Then we looked at the areas of difficulty described by Luis (2005) and how they 
might apply to our case. Following then the systematic approach of Morilla and Morales (2004), we related those 
indicators of the Nursing Outcomes Classification (NOC) developed by Moorhead, Johsons and Maas (2005) 
confirming the situation we wanted to study and those related factors that were giving rise to its appearance. The 
indicators thus obtained allow us to measure the individual state, behavior or perception of a person or group in 
response to a situation, in this case of health promotion. 
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3. Data analysis 
Data analysis was carried out following the sequence described by Andrés (2002). It was performed in a spiral, 
that is, back again and again to data to incorporate the necessary features to give consistency to the results through 
a dynamic process that is interrelated through the following stages:  
x Transcription of audio files in Word format. 
x Segmentation: After repeated reading of the information, we keep track of issues, interpretations and ideas and, 
looking for emerging themes, the typologies are elaborated, the concepts and 
x Proposals developed when separating the dataset into thematic units. 
x Data Reduction: Organizing, packing and managing the information in the form of summaries and list of topics. 
x Categorization: We identified categories that give us an explanation of the situations, contexts, attitudes and 
perspectives on the situation. These categories were modified by extending, redefining and consolidating as we 
advanced in the analysis of all information. 
4. Results 
The results of the data analyses give place to identify four key themes: A look to Morocco, the begin of 
acculturation processes related to the children health, the access to the Spanish Public Sanitary System, and the 
woman and the family care. 
4.1. A look to Morocco 
The first things we discussed were the ideas about health, cultural influences and values regarding the care of 
children. In this regard it is significant to maintain the use of health services in the same way as was done in the 
country. That is, from a purely curative perspective while for health care for children are chosen the values and 
customs of Morocco. It incorporates only those aspects that they consider that bring added value and not run 
counter to their traditions or are perceived as inefficient, taking into account the benefit / effort ratio required to 
implement them. In reference to it are common statements like: 
In Morocco is like here, you take the child to the doctor when he/she is sick and to get their vaccines. (ZG) 
The Moroccan mothers remain on the belief that it is pointless to go to health professionals outside the situations 
described above, so that, although exposed normal expectations as parents to their children, in this sense they do 
not have good reasons to justify a change of mentality towards a health preventive behavior. An example illustrates 
this: 
My son has the same care as I would care in Morocco; we do the same things to give good milk to prepare 
for childbirth, to grow healthy and strong ... being a mother in Spain is like in Morocco, the only change is 
that here there is more birth control. (LS) 
4.2. Beginning the acculturation process in relation to the children health 
We cannot claim ignorance to explain the lack of adherence to the children's program as they all explain that, 
when they left the hospital after the baby birth, they were told that they should go to her health center to "make the 
baby the heel prick", and make an appointment as they did, but then again in any of the cases they go on a 
scheduled basis with the exception of appointments for the administration of vaccines. They consider that they have 
adequate knowledge of the health services that are offered, information obtained mainly through family, friends 
and acquaintances. As they express it: 
At work we talk about children, what is best for them and where is best to take them when they are sick (HS). 
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In short, the women perceived themselves as responsible for child care and health, for that reason she assumes 
some options of the host society whenever she considers to be good for the child and do not clash with ideas, 
values and uses of her culture. They say: 
On the TV we put Moroccan channels and at home we speak Moroccan to him, in order to my son be a good 
Moroccan. (LD) 
On examination of the scale of own values, women express some flexibility to adopt new habits and customs 
that they consider beneficial and even justify their position.  
4.3. Access to the Spanish Publish Sanitary System 
Apart from the perceived need to undertake preventive health measures in the healthy child, we assess the 
difficulties they encountered when accessing to health services. As they explain themselves: 
The child is ill and when I have to take him to the doctor my husband takes us in his car, and that day I 
cannot go to work because there is not public transport; furthermore, you cannot go alone until you do not 
know Spanish, so no one help you ... (NO) 
As seen, the language barrier, the working hours and, in some cases, the physical access to health care, influence 
the delay of her claim. 
They understand the importance of "free" health care and are especially pleased with the technical level of care; 
however, with respect to the organization and the treatment they noticed deficiencies and state as follow: 
At first when I enter the hospital, only to say the name is already an air of tension because the doctors and 
nurses are more concerned than I can speak the language that what really happens me. When they realize 
that I speak Spanish, the treatment becomes more friendly and cordial, but if you do not speak Spanish they 
are willing to finish the consultation as soon as possible (SN) 
4.4. The care of children 
As resources for baby care, state that they do not have help from family or friends who can lend a hand when the 
situation requires. However, it is noteworthy that entry into the work market by some women, as indicated, carries 
an increase of the husband's involvement in caring for the child. In this way they explain: 
My husband helps me, although he works like me, when he is at home he also gives the milk bottle and 
changes the diaper. Some years ago, in Morocco, the man worked, the woman was in the house and he does 
nothing but now everything has changed ... also before the man had several wives but no at present ...to have 
three or four women is badly seen. (ZG) 
With regard to people they trust for the care of children during the workday, the information sources they 
consider more reliable when they have a doubt related to the care of their children, they comment us: 
The daycare is not good because a single woman can not take good care of many children, if something 
happens to one she does not know, but a Moroccan woman cares well a child. (NG) 
As noted there is a reluctance to entrust the care of young people to persons who do not share the same cultural 
background, although sometimes they refer to other justifications. 
In their assessment of the health system are significant aspects that they explained as follows: 
Clinics and hospitals are better than in Morocco, they have many devices and are very new. Here, people pay 
the social security, there is a chance for that; there, the chance is going to private clinics that have to pay. 
Like my father, who is retired, my mother has a broken leg last summer and at the clinic asked her a lot of 
money; (as my father is retired has a limited amount of money) he has already paid half of the total. Here, 
indeed, it is very good. (LS) 
As for making decisions about the health of the family, the women have the last word, and in this sense there is 
not reflected pressure or final decisions by any other member of the family: 
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I take the decision to go to hospital, although I have to wait for my husband to take me home if it is not. I am 
in charge of housekeeping and child, when I'm working the woman who cares him tell me how is him when I 
pick him up and then I decide what I can do. (SN) 
But if anything is clear after the interviews is that the forces that motivate Moroccan women to ignore the 
consultations of the Children Health Promotion program are not the lack of interest to wish the best for him 
because in this sense are repeated the statements exposed previously: 
The future here is better than in Morocco; we want for our daughter a better future than our own. It could be 
we go to a place even better for us and the girl, I do not know, possibly abroad (HS).  
5. Discussion  
The information obtained during field work, together with the documentation that gives theoretical fundaments 
to the analysis, help us to get an idea of what is the situation and motivations for Moroccan women to act in one 
way or another about the health promotion in their children.  
First, we note that the preconceived idea that the fact of not having previous experience in the care of a baby 
may increase its interest in obtaining information that would provide health services should be banished. By 
contrast, health institutions are perceived as merely healing centres, as occurs in their countries of origin and 
although they were introduced in the preventive program, for all practical purposes, they cannot imagine the need 
for monitoring and opt for the use of guidelines and recommendations of their culture for child caring. 
Second, women show flexibility to make changes, one of the most significant is the incorporation of woman to 
the labour market. This brings certain economic advantages, but also clashes with the traditional values of child 
caring; in these cases, they try to resolve the dissonance looking for someone preferably in their cultural setting to 
take charge of his / her care. On the other hand, they conceived as beneficial the introduction of woman to the 
labour market due to increasing the circle of women's relationships so one can share more information with others, 
including native, and facilitate the incorporation of elements of Spanish culture that considers important, the 
language between them. 
The overall evaluation of health care is quite good; however, it is significant that the aspects most valued are the 
technological and structural or the perception of the personnel training. However, they do not perceive the need to 
incorporate health measures that exceed the standard in their country of origin, more so when they involve an 
added exertion. They are also critical of the care received, consistent with the high expectations they plan for their 
children, even they do not perceive positively the advice that the child is monitored by his /her usual doctor in case 
of illness. Indeed, they perceive it as a lack of interest of his case or an attempt to circumvent work. 
Consequently, it is maintained a pattern of demand for health care based on the Moroccan perspective even in 
the preventive aspect of vaccines, because there it is considered more a legal imperative than disease prevention.  
In this sense it would be interesting the adaptation, from the intercultural point of view, of the objectives and 
content of such programs, so that the subject, mother in this case, can really assess the effectiveness of such actions 
and if it is worth or not to carry them out but always from a perspective who takes into account new means and 
opportunities. So all health promotion and education action will incorporate the attention to the general and 
particular context factors, as well as particular aspects of each community.  
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